Lichen sclerosus is a chronic and autoimmune dermatitis that develops in the anogenital region. It is related to genital alterations with repercussions in sexuality. We present a case of a 60-year-old woman who had several chronic diseases and had been diagnosed with vulvar lichen sclerosus for 20 years, with no response to multiple treatments (topical corticosteroids, immunomodulators). She was submitted to vulvectomy; however, it leads to worsening of her condition, presenting obliterated and fibrosed clitoris, atrophic vaginal lips, and anal and vulvar fissures. She remained with dyspareunia, decreased sexual desire and difficulty in orgasm. She underwent sexual therapy, adjustment of antidepressant medication and made intercalated use of topical corticosteroids, topical testosterone and vaginal moisturizers, with partial improvement. From this case we can conclude that, although vulvectomy can be related to some degree of improvement in patients with lichen sclerosus, serious complications can occur.
Open Journal of Obstetrics and Gynecology tion characterized by marked inflammation, epithelial thinning and specific dermal changes. It presents with symptoms of pain and itching. In 85% of the cases, it occurs in the anogenital region, but the disease can develop on any cutaneous surface [1] . The disease has two incidence peaks: pre-puberty, and perior postmenopause. It has an estimated prevalence of 1:30 in elderly women and an increased incidence in recent years [2] . The etiology of lichen sclerosus is unknown, and may be related to an immunological disorder with infectious and hormonal factors [3] .
Lichen can lead to dysfunction and deconfiguration of the anogenital anatomy. The main therapy involves topical corticosteroids. In refractory cases, oral retinoids, phototherapy with UVA-1, topic estriol and topic testosterone can be used [4] . The risk of developing squamous cell vulvar carcinoma is around 5% [5] .
We report the case of a 60-year-old patient with atrophic vulvar lichen for 20 years, who underwent multiple drugs and surgical treatments, with partial response and repercussion in sexuality. The case occurred in the Hospital de Clínicas de Porto Alegre, in the state of Rio Grande do Sul, Brazil-a public-private institution linked to the Universidade Federal do Rio Grande do Sul. The patient authorized the disclosure of her case and signed a consent form. All authors are researchers from the medical institution and signed a term of data use, stating that the data was collected exclusively for scientific dissemination and will be presented without identification of the patient.
Case Report
60
Discussion
Lichen sclerosus (LS) is a chronic inflammatory skin disease involving relapses and remissions, with a tendency to affect external genitalia. A prevalence of 1.7% was estimated in a recent study [2] . In 11% of the patients, it can affect extra-genital areas [6] . The disease can result in significant disfigurement of the vulva and, consequently, cause sexual dysfunction.
Etiology of the disease is still uncertain, but it is believed to involve genetic, hormonal, autoimmune and infectious mechanisms, thus being considered mul- [9] . The histopathology of the disease is characteristic, making biopsy the best diagnostic tool. The skin displays atrophy of the epidermis, hydropic degeneration of the basal layer, edema, hyperkeratosis with follicular clogging, homogenization of the collagen in the upper dermis and inflammatory infiltrate in the form of a band formed by lymphoid cells mixed with plasmocytes and histiocytes [10] [11] . Localized or diffuse squamous hyperplasia is seen in 2/3 of the patients, resulting from chronic friction or itching [12] . One study credits the white coloration of lesions to decreased melanin production, transfer of melanosomes to keratinocytes and loss of melanocytes [13] .
The main symptoms reported in lichen are vulvar pruritus and irritation, but Open Journal of Obstetrics and Gynecology there may be dyspareunia, dysuria, burning sensation and intestinal problems.
The extragenital lesions are asymptomatic and mainly affect inner thigh area, infra-mammary region, neck, shoulders and wrists. Patients with advanced disease may present narrow vaginal introitus, making intercourse even more difficult. Sexual discomfort is due to the physical effects of LS, since the disease causes fissures, erosions, scars, labial fusion and introital stenosis. Genital atrophy can lead to loss of the small labia, destruction of the clitoris and obstruction of the urinary stream. In addition, many women with LS are dissatisfied with the appearance of the vulva, which amplifies discomfort during sexual intercourse [14] . In the presented case, in addition to all the typical symptomatology, the patient had important complaints regarding vulvar aesthetics, which was another obstacle in her sexuality.
In LeFevre's study [15] , LS patients with dyspareunia and vulvar pain/burning had complete relief of symptoms after treatment in 45% to 92% of the cases. Although topical treatments are effective for symptomatic relief and histopathological improvement, sexual dysfunction persist in many women [14] . In our case, although remission of symptoms such as pain and pruritus had occurred, sexual dysfunction was a constant, showing little improvement. Cheng and colleagues [16] demonstrated that 63% of the patients with LS had sexual dysfunction. Quality of life is also extremely affected in this disease. Numerous studies using questionnaires [17] [18] [19] showed that LS affected all the main domains of quality of life, except work/study. A Dutch paper [20] compared the sexual function of women with LS to those of a control group. Patients with lichen presented a mean Female Sexual Function Index (FSFI) score of 18.79 and had lower points in all categories of the questionnaire, while the control group had a mean FSFI of 27.43. Female Sexual Function and Dysfunction (FSDS) scores indicated sexual dysfunction only in patients with LS. In the reported case, our patient had a significant improvement in sexuality and quality of life after vulva lipofilling. Although no specific questionnaire was applied, the grade for sexuality improved from 3 to 7 (on a scale of 0 to 10).
Sexual difficulties in LS patients can be attributed to three main causes of dyspareunia. First, the skin is sensitive and delicate, and lesions can easily arise and cause dyspareunia. Second, fear of pain diminishes sexual arousal and vaginal lubrication, and leads to muscle contraction, making intercourse more difficult. Third, the anatomical changes that occur in LS, such as large lips fusion and introitus stenosis, makes sexual intercourse painful and orgasm more difficult. All these factors were present in the reported patient, which hindered her sexual relations.
Treatment should be implemented in asymptomatic as well as symptomatic patients, aiming relief of symptoms and discomfort; preventing anatomical changes and preventing (theoretically) malignant transformation. Ultrapotent corticosteroids are the treatment of choice for adults. Clobetasol propionate 0.05% is the most frequently used and, according to some studies [21] , can reduce the symptoms in 77% of the patients. There is no standard application re-Open Journal of Obstetrics and Gynecology gimen, but it is common to start with one application a day for 3 months. After an initial therapy of 6 months, some may use the corticosteroid only when needed, while others will have to continue therapy twice a week. Long-term treatment with corticosteroids can cause atrophy and telangiectasia. The use of intralesional corticosteroids is an alternative in cases of thick plaques resistant to topical corticosteroids. Monthly injections of triamcinolone acetonide 5 to 20 mg per ml are applied in vulvar LS lesions. Triamcinolone have the same efficacy as clobetasol, but fewer systemic and local adverse effects. Our patient had partial response to corticosteroids, remaining in chronic use of the medication, especially during relapses of the disease.
In some studies [22] [23], topic testosterone showed a poor efficacy, no longer being considered as one of the first treatment options. However, in cases of multiresistant patients, it may present as an alternative. In the patient of the reported case, there was improvement with use of topical testosterone without the occurrence of important adverse effects, since the applied dose was low. Systemic retinoids have been used with some success in complicated lichen without response to corticosteroids, but side effects limit their use. Topical retinoids have already been used as an alternative, but skin irritation after application is an important limiting factor [24] . Our patient did not tolerate the use of this medica- Surgery should not be performed in cases of uncomplicated LS. It should be done in patients with associated malignancy, for correction of scars secondary to disease or to widen the vaginal introitus due to difficulties in urination or intercourse. However, prior to any surgical intervention, LS should be clinically controlled. Vulvoperineoplasty for introital stenosis involves transposition of vaginal mucosa into the introitus, considering that the vaginal epithelium is not affected by the disease. Vulvar lipofilling is a fat grafting technique that has been implemented in recent years. In our patient, it was made as an attempt to im-Open Journal of Obstetrics and Gynecology prove visual aesthetics and, consequently, sexuality. Some techniques still under study are cryotherapy and carbon dioxide laser [26] [27].
Patients should be seen by a doctor at least twice a year due to the risk of squamous cell carcinoma-LS is associated with a 4% to 6% risk of malignancy [14] . Squamous cell carcinoma lesions are typically found in the clitoris and labia minora. The presented patient has a multidisciplinary follow-up, visiting every 6 months with the teams of gynecological oncology, dermatology and sexology.
For sexual dysfunction, although there are no randomized clinical studies, the usual recommendation is to perform regular consultations with sexologists and to use lubricants for reducing friction. Although estrogen-based creams are not effective in treating LS, they can be used to improve skin tropism and to decrease discomfort during intercourse. Drug treatment may improve but not eradicate sexual symptoms.
Patients may develop sensitivity changes (dysesthesia) and these may remain even after improvement of skin lesions. In these cases, patients show no response to corticosteroids because pain is neuropathic, therefore an alternative is the use of 5% lidocaine ointment. In non-responsive cases, amitriptyline or gabapentin (that have a pain inhibitory effect in the central nervous system) can be used [28] .
Conclusion
There is little medical literature about the consequences of lichen sclerosus on women's sexual lives. Existing treatments are known to relieve symptoms such as pain and itching, but do not completely resolve sexual dysfunction. Although top-line treatment is topical corticosteroids, second line alternatives are also effective-such as topical tacrolimus, an immunosuppressant capable of reducing local inflammation. Surgery should be performed only in cases refractory to all drug therapies, since it does not always have satisfactory results and may worsen the disease due to the Koebner phenomenon. In our reported case, we show a patient who presented symptomatic improvement of LS after numerous treatments, but remained with sexual dysfunction. At this point, lipofilling had a satisfactory response by improving vaginal esthetics, an important complaint of the patient. Lichen planus is a chronic multisystemic disease of difficult management; and the presence of physiotherapists, psychologists, dermatologists, gynecologists and specialists in sexual health is fundamental. Performing radical surgeries may increase the risk of complications in short and long terms and do not bring benefit to the patient. We emphasize the importance of follow up of this patient with a multidisciplinary team.
